Community participation is often cited as a crucial component of wellness for people with mental health diagnoses. Few studies explore community participation from the perspective of lesbian, gay, bisexual, trans, and queer (LGBTQ) people with diagnoses of schizophrenia and bipolar disorder. This article describes an in-depth qualitative study with 16 LGBTQ people; 18 social service workers; and 2 key informants in Toronto, Ontario that examined access to communities for LGBTQ people with mental health diagnoses. Results indicate that community participation is particularly relevant to this group given the functions of communities for marginalized people as a source of support and resistance. However, the participants faced barriers to accessing support and creating social networks due to the lack of intersectional inclusion in various contexts, including LGBTQ communities and mental health/mad communities.
R
ecovery has become a prominent model informing policy change and mental health service provision in the global north, most recently in Canada (Mental Health Commission of Canada, 2012) . This model recognizes participation in community as a crucial component to wellness for individuals living with mental health diagnoses. Community is routinely framed as a resource for recovery and as a space in which recovery can occur. Integration within community has become a treatment objective for mental health services and systems. Despite this emphasis in key policy documents in Canada and abroad (World Health Organization, 2013) , community and community participation remain ill-defined, limiting the impact of policy and leading to poorly conceptualized implementation strategies (Kidd, Frederick, et al., 2016) . Some scholars are beginning to address this gap, exploring the meanings of community participation from the perspective of those with psychiatric disabilities (Kloos & Townley, 2011) . However, there remains a significant lack of research examining community participation among lesbian, gay, bisexual, trans, and queer (LGBTQ) people with mental health diagnoses (see Kidd et al., 2011; Wong, Sands, & Solomon, 2010) . The experiences of LGBTQ people are different from those of non-LGBTQ people because of the existence of LGBTQ communities and thus the potential for connections outside of mental health service settings, and because of the presence of homophobic and transphobic discrimination within non-LGBTQ community settings that may limit the involvement of queer and trans people.
This limited research into community, specifically, and intervention, generally, in this area (Kidd, Howison, et al., 2016) , speaks to a need for more attention to intersectional experiences of discrimination if mental health reform is to fulsomely address the complexity of the individuals accessing mental health services. To this end, this exploratory, qualitative study was undertaken to provide a thick description of community participation among
LGBTQ-identified individuals with major mental health diagnoses. Such a mapping out of the key experiential components of the community construct was intended to inform service and system design considerations with these populations and to inform future study design.
Method
This study took place in Toronto, Ontario, Canada and involved 16 participants who self-identified as LGBTQ with schizophrenia spectrum or bipolar diagnoses (hereafter referred to as primary participants) and 20 secondary participants who were service providers in LGBTQ or mental health organizations (n ϭ 18) or key community informants (n ϭ 2). Although the original design had not involved key informants it became clear in the course of the study that these two individuals held particularly relevant perspectives as recommended by other participants. Primary participants were recruited through a variety of methods. Posters were distributed to mental health and/or LGBTQ organizations, posted to online message boards and sent to relevant email lists. The researchers also attended team meetings at community organizations and agencies to discuss the study with service providers who were connected with potential participants. Service providers and key community informants were recruited by contacting mental health and/or LGBTQ specific services and agencies in Toronto by phone and email. Primary participants were also asked for referrals to providers from whom they received services, however only 1 participant did so. In this one instance the provider in question was not asked to comment on the primary participant who was known to them nor did they volunteer to do so. The remaining providers were recruited independently of the primary participants by making inquiries about potential candidates at relevant organizations from LGBTQ and/or mental health service sectors.
Detailed demographic data were collected from the primary participants. This included gender identity, sexual orientation, relationship status, racial and ethnic background, country of origin, time since immigration, religious affiliation, age, housing type, sources of income, education level, and hospitalization history.
A semistructured qualitative interview was developed focusing on all domains of community participation (i.e., physical, psychological, social, economic, spiritual, political) . Three times over the course of 10 months, with interviews taking place at the beginning, in Month 5, and at the end of this period, primary participants spent between 4 and 8 hr within a 1-week period completing in-depth interviews. Along with formal, audio-recorded 1-1 semistructured interviews (average 1 to 2 hr), participants took the interviewer on tours of their communities on foot and by transit with field notes used to document conversation about community while traveling. Participants used maps at city and neighborhood levels to facilitate descriptions of where they traveled, where they avoided and why. Having three interviews over 10 months facilitated depth in the content generated-allowing interviews to move past the "grand tour" type responses about life history and moving into an emphasis upon more proximal experiences, a discussion of emerging themes across interviews per the analysis methods noted below, and the development of an arguably deeper interviewer-participant relationship than what is afforded in the more typical single interview design. This design afforded depth of inquiry rather than a capturing of processes over time as community participation emerged as a process that evolves slowly to an extent that a 10-month window is not sufficient to meaningfully address questions of trajectory.
This study also included 18 interviews with service providers in mental health and LGBTQ services and two key community informant interviews. These interviews focused on their beliefs and experiences related to issues of inclusion and barriers in the community and their own organizations as they relate to LGBTQ people with mental health diagnoses. Key informants offered expertise in two areas. One provided the history of Toronto's gay village and shifts that have taken place in terms of gentrification and the impact on community participation of various LGBTQ groups in Toronto. The other focused on the community participation and exclusion of bisexual people in Toronto. All interviews were audio-recorded and transcribed verbatim with field notes used to capture observations and informal interactions. Data collection was conducted by a doctoral candidate in gender studies and a master of social work student. All participants provided written informed consent. Primary participants received an honorarium of $150 for each of the three time points, totaling $450. Secondary participants received a $25 honorarium for their participation. This study was approved by the research ethics board at the Toronto Centre for Addiction and Mental Health.
Data Analysis
All transcribed audio recordings were analyzed using the computer software program NVivo 9 (QSR International, 2010). In line with grounded theory coding methods, data analysis of interview transcripts and field notes occurred in an ongoing manner with the analysis guiding inquiry over the course interviewing to elaborate on emergent themes and develop a thematic framework that captures participant experiences (Charmaz, 2014; Charmaz & Mitchell, 2001 ). Theory generation is not a primary goal of this study, with our use of grounded theory methods largely drawn from an interest in the rigorous analytic approach therein.
First, common themes/categories were derived through a linebyline open coding process, with new categories created for each new unit of meaning. Line-byline coding was completed by two study investigators (Meg Howison and Merrick Pilling) for participants that they interviewed with coding subsequently crosschecked by Merrick Pilling, Meg Howison, and Sean Kidd. As line by line coding progressed, conceptual categories were created based on the relationships between the most significant and frequent codes that were emerging (focused coding), again developed and reviewed in an ongoing basis by Merrick Pilling, Meg Howison, and Sean Kidd. These categories were examined within the context of their placement in the specific narrative, in the interview, and in the series of interviews. Memos were used to document and inform the analysis process throughout.
Several steps were taken to maximize rigor in the analysis and to establish the credibility and trustworthiness of the findings. First, we obtained in-depth narratives triangulated through multiple sources (interview, map review, community tour, field notes) and coded verbatim transcripts line by line. Second, we engaged primary participants in discussions about the emerging categories and themes (Charmaz, 2014) ensuring that interviews progress from open-ended inquiry to thematic exploration to exploration of emergent themes to reduce the latter's influence on openly generThis document is copyrighted by the American Psychological Association or one of its allied publishers.
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ated narrative. This process deepened the analysis of the core emergent constructs and helped ensure better alignment of our understandings of the themes with the participants' meanings. Third, as noted earlier, we conducted detailed reviews of the code structure by the research team which involved checking categories against original text, reviewing all coded text, and having dialogue and feedback about coding structure.
Results

Participants
A total of 16 primary participants was interviewed with 2 participants withdrawing after the first interview for personal reasons. These 2 participants were replaced to maintain a total of 16. Nine of the participants identified as White; 1 identified as East Indian; 1 identified as Caribbean; 1 identified as West Indian; 1 identified as Trinidadian, Jamaican, and White; 1 identified as White and Métis; and 2 identified as mixed race.
In terms of gender and sexuality, the demographics were more complex. Demographic categorizations rely on normative assumptions about gender and sexuality as singular, static, inherent identities that conform to expected correlations between gender and sexuality (, e.g., that lesbians are women) and are distinct from one another (, e.g., that heterosexuals are not gay). Only a minority of participants conformed to these assumptions (e.g., 2 participants who consistently chose "gay" and "male" and 1 who selected "bisexual" and "female" at each time point). The selections of the remaining 13 participants indicated the inability of demographic identity categories to capture the ways in which gender and sexuality are embodied and experienced. These participants selected more than one sexuality category, and in most cases made different choices across the three time points. These selections defied heteronormative, ciscentric logic. For example, 1 participant chose a number of categories including "transgender man," "transgender woman," "bisexual male" and "lesbian," and another chose both "heterosexual" and "gay." This demonstrates the ways in which gender and sexual identities are multiple, shifting, contextdependent, and interact with gender expression in complicated ways. The following indicates which categories were chosen and exceeds 16 as most participants chose more than one. In terms of gender, 10 participants identified as women, 4 as men, 2 as trans men, 3 as a transgender women, 1 as trans, 3 as two-spirited, 2 as genderqueer, 1 as cisgender, 1 as queer, and 1 as not using gendered terms. In terms of sexuality, 8 identified as queer, 2 as pansexual, 5 as bisexual, 5 as lesbian, 9 as gay, 3 as two-spirited, 2 as heterosexual, and 1 as questioning.
Of the 18 service providers, 9 were employed at mental health organizations, and 9 worked at organizations that provide LGBTQfocused services. These participants were employed in a range of areas including peer advocacy, housing and employment support, mental health counseling, case management, gender transition support, and LGBTQ identity support. The two key community informants who were recommended by both primary and service provider participants as important sources of information included an LGBTQ activist and scholar and an LGBTQ historical archivist.
Defining Communities
Participants named various locations as spaces relevant to the concept of community including LGBTQ organizations, mental health agencies, support groups, advocacy groups, community health centers, health care facilities, schools, workplaces, housing, home neighborhoods, retail spaces, gyms and recreation centers, parks, and religious or spiritual places. Those named as being part of participants' communities included friends, family, service providers, health care providers, coworkers, classmates, instructors, retail workers, and neighbors.
For the purposes of this article, we focus on community involvement in settings that are overtly centered around mental health, madness, or LGBTQ people. This includes mental health agencies, support and advocacy groups, LGBTQ organizations community health centers, and health care facilities. This focus allows us to examine participation within spaces that are meant to be oriented around the needs of those with psychiatric disabilities and/or LGBTQ people, and in some cases are thought to be "safe havens" for these marginalized groups. We refer to these spaces as part of two broader categories: LGBTQ communities and mental health/ mad communities. We acknowledge that the latter encompasses two often distinct groups with different political histories and ideological traditions. The term 'madness' has been politicized by those who resist the biomedical model of mental illness with the goal of pointing to the iatrogenic causes of distress as well as "reclaiming disparaged identities and restoring dignity and pride to difference" (LeFrançois, Menzies, & Reaume, 2013, p. 10). Activists and scholars who critique the medicalization of mental distress often reject the use of medical language such as "mental illness" and even "mental health" (Boyle, 2011; Burstow, 2013; Tew, 2011) . There are variations in how 'madness' gets defined and operationalized. In general, however, the use of the term madness can indicate a commitment to foregrounding the perspectives of mad people and locating the causes of distress in social and systemic processes (such as trauma, discrimination, and structural marginalization) rather than in biochemical factors (such as brain chemistry and genetics).
In common parlance however, the distinction between the terms mental health and madness can be less clear. Medical model language such as 'mental health' is currently the predominant way of discussing such matters, and the study participants used a mixture of terms including madness and mental health. The community spaces in question were also mixed in terms of the ideological beliefs of the organizers and participants. We therefore use the phrase mental health/mad communities, making distinctions between the two when warranted. Further, we use the term communities as opposed to community. Many groups such as the gay community are often portrayed as monolithic, but are in fact heterogeneous, encompassing a diverse range of members and subgroups (Lewis et al., 2015; Peacock et al., 2001 ). Thus, communities is a more accurate term.
Communities as Sources of Support and Empowerment: LGBTQ Spaces
One of the common themes that emerged from the interviews with primary participants and service providers was the importance of communities for marginalized groups. Communities were This document is copyrighted by the American Psychological Association or one of its allied publishers.
highly valued spaces where interviewees found "acceptance" and "connection" and that they could "feel safe" and share "similar stories, similar backgrounds, similar problems." In particular,
LGBTQ community spaces and mental health related spaces were characterized as much needed sources of support and empowerment. For example, one service provider described the importance of a group for people considering gender changes as follows:
It gives people back little pieces of what's been stolen through a journey of discrimination. Sometimes that's self-esteem and sometimes that's education that the speakers [at the group] bring. And that really comes through discussion among each other, stories that build upon stories so that people feel stronger in their own narratives. And a sense of place, a sense of belonging in a community and in a history (queer trans service provider, LGBTQ organization).
This service provider explicated the role of LGBTQ communities in providing ways to deal with the impacts of discrimination and bring people together to share similar experiences. Likewise, a primary participant explained the necessity of LGBTQ communities for providing support:
A lot of what I was going through was internal, I didn't talk to somebody about it. When I realized in my recovery through my mental health, before I sought help with [name of LGBTQ organization] . . . a lot of it was done on my own. I slowly started to discover that I need to be among others and I could no longer do this on my own. Community was a life saver (bisexual cisgender woman). This participant's narrative also indicates the interconnectedness of mental health recovery and participation in LGBTQ community.
LGBTQ communities also provided opportunities for exploration and validation of alternatives to dominant narratives about gender and sexuality. This stood in sharp contrast to many of the participants' experiences outside of LGBTQ communities. For example, one participant described being pressured by heterosexual, cisgender friends to be more coherently gendered according to mainstream gender norms. These friends asked the participant to "make up your mind, what are you? . . . What do we call you, he or she, or it, or they, or what?" This participant valued being involved with a local LGBTQ organization because, "When I'm І I can be me, I don't have to be a girl, I don't have to be a boy, I
can just be what I want" (i.e., gay, no gender). This participant felt less shackled by restrictive mainstream norms about gender and sexuality when in LGBTQ spaces. This was crucial for many participants who experienced discrimination based on sexuality and/or gender identity outside of LGBTQ communities.
Communities as Sources of Support and Empowerment: Mental Health and Mad Spaces
Mental health/mad communities serve similar functions to LGBTQ spaces in providing support and challenging mainstream ideologies. For example, 1 participant described mental health community as a place where "people tolerate each other's idiosyncrasies . . . more than outside of it. Like if you're acting weird, people aren't going to be scared about it; they'll just think that it's part of who you are." This participant explained that this was exemplified in her experience of participating in Mad Pride organizing. 1 We do sometimes have things happen where people do have mental health problems and they have to go into treatment or spend some time in the hospital and we manage to work together anyway. We just do the work of the person that is away while they're away and then when they come back, they can start doing the work again (queer/ bisexual/pansexual cisgender woman).
As this participant's narrative demonstrates, mad communities can be places where stereotypes about mad people as dangerous and scary are challenged and where accessibility in terms of mental health is considered.
Mental health/mad communities also provided opportunities to explore alternatives to dominant ideologies about mental illness. One group facilitator for people who hear voices described this as follows:
I believe that human beings can learn to live with any kind of struggle. We know that hearing voices does not necessarily mean that somebody's ill, but it can be really difficult to live with. So the focus [of the group] is on learning, helping them learn how to live with a difficult experience, and in that process you can make it easier and even transform it. . . . In the medical model as people call it, voices are treated as a symptom of something wrong. We treat them as a clue to something that might need to be addressed in a person's life (heterosexual cisgender group facilitator).
This facilitator further explained that the goal is to create "safe spaces" for people to "talk about whatever experiences they might have in whatever language they want to without getting jumped on diagnostically." As this indicates, some mad communities present biomedical approaches to mental illness as just one approach among others and offer other ways of interpreting these experiences.
Another service provider explained that these kinds of alternative spaces are difficult to find because "we use the medical model to pump all of our money and resources into, the majority of it." He believed that this results in a missed opportunity to "have a real, often everlasting impact on people's life. There's a place for the medical model but there's a bigger place for community and for people, people's model within the mental health and addictions" (gay cisgender man, mental health organization). Indeed, some primary participants found great value in mad identity and community: "It helps me to feel solidarity with other people. It's about being part of my movement and a culture and feeling like I have my people and these people are my people. I have people so I belong somewhere" (queer/bisexual/pansexual cisgender woman).
It is important to note that this type of space may be particularly salient for LGBTQ people with mental health diagnoses, given the history and ongoing practice of pathologizing nonnormative sexualities and gender identities. For example, one trans participant reported an experience with a doctor who saw his desire to transition as a symptom of bipolar disorder: "when I said that I wanted to transition he associated it with me getting sick again and it was proof that I was getting ill . . . He said that it was just a symptom 1 Mad Pride is an annual festival in Toronto organized by psychiatric survivors to challenge discrimination and empower mad communities. This document is copyrighted by the American Psychological Association or one of its allied publishers.
of being bipolar." (pansexual/queer trans man). These types of experiences may make alternatives to the biomedical model especially appealing to LGBTQ people.
"Siloed" Communities: Mental Health and Mad Spaces
As the participants' narratives indicate, LGBTQ and mental health/mad communities are valuable spaces that provide much needed support and opportunities to challenge destructive mainstream ideologies. However, the participants faced barriers to accessing this kind of support and creating social networks due to the lack of intersectional inclusion in these settings. This problem was recognized by service providers in mental health and LGBTQ organizations and named by primary participants.
Many of the service providers working in mental health pointed to the lack of services available for LGBTQ people who also have mental health diagnoses. As one service provider said: "I don't think there's enough types of services to help people from our communities, mental health community, the LGBT community. God forbid if you have both labels, you're in real big trouble" (gay, cisgender service provider, mental health agency). Similarly, a case manager at an organization that provides services for youth experiencing psychosis said that services are "segregated and fragmented." She called for "better engagement with other services" to prevent clients from feeling like "they're having to go to a million people when everything is one big thing for them. Everything is connected in their mind but all the services they're getting are not connected so it's very confusing" (heterosexual cisgender woman, mental health agency). This case manager described how the agency she works at is especially unequipped to serve LGBTQ clients despite having a significant number of LGBTQ clients.
The primary participants reported difficulties with this singular focus of many organizations. As one participant stated, "the services that do exist, a lot of them are like, I guess the word is 'siloed.'" He went on to give an example of a mental health recovery group that asked participants to focus on mental health and "leave all your other identities at the door." He explained the problems with this approach as follows:
We were doing somebody's thought record on the board and one of the things was that he was worried about was people judging him and the doctor in charge was like, "Well so what, so what if that happens?" And I wanted to say "Well, if that happens to a trans woman who doesn't pass, the odds are that she might get attacked or something." These things matter, so the fact is that you cannot just leave all your identities at the door (pansexual/queer trans man).
As this participant's narrative indicates, therapeutic strategies that do not recognize the larger context of structural homophobia and transphobia can erase the lived realities of LGBTQ people, for whom judgment can often be accompanied by violence and even murder. This can result in feelings of alienation, erasure, and lack of trust in the relevance of treatment. This participant believed that much of his "social anxiety is related to not passing" but did not feel safe to disclose this given the singular focus and lack of awareness about structural oppression in the group. This led him to feel disengaged and dissatisfied with the group.
Racialized participants reported difficulties with finding mental health services that also included LGBTQ people of color. Regarding a mental health organization for people of color, one participant said the following: "I enjoyed it because there were people of color there and of course they had mental health issues. I didn't really feel though that there were a lot of other gay people" (gay cisgender man). This participant described being unable to find services where there were other LGBTQ people of color with mental health diagnoses, which affected his participation.
I think I would probably be a lot more interested in going to an organization like that, that was inclusive of gay people and people of color. I think that would be a wonderful organization . . . I would probably want to reach out a lot more and maybe develop more platonic friendships.
In addition to being siloed, mental health/mad community spaces are sometimes sites of discrimination. One service provider working at a LGBTQ-friendly organization described this as follows:
I think it's hard to find particularly ongoing particular trauma-based counseling in the city. And then on top of that, adding a layer of not being able to just expect that any space is going to feel safe, so oppression issues or homophobia or transphobia. I think that there has to be a reason why people are willing to wait a year to see us here, as compared to being able to access somebody else in a month (queer/ lesbian cisgender woman).
Indeed, some primary participants reported negative experiences in mental health organizations: "I don't think they [mental health agencies] are as welcoming as they are to the heterosexual population. From personal experience, just the looks, and the attitude, and the body language, and just all of it. I think it's disgusting" (gay trans woman). Likewise, another participant described not feeling safe around other clients in psychiatric hospitals:
If you come out as gay or lesbian, trans or whatever, probably you can get beat for it, you know? Because a lot of people don't accept. Especially when you're in the hospital it's all closed doors, you know? You don't see windows, you don't see nothing (lesbian/bisexual cisgender woman).
Participants reported that this problem exists in more overtly politicized spaces as well: "Too often trans and queer people who also identify as having a mental health label are made invisible in the mainstream mental health movement" (pansexual/queer trans man). This suggests that despite being a well-resourced metropolis, there may still be a lack of safe and accessible services for LGBTQ people with mental health diagnoses in Toronto.
Siloed Communities: LGBTQ Spaces
Service providers in LGBTQ organizations described struggles to incorporate intersectional, antioppressive perspectives in terms of sexuality, gender identity, race, class, and dis/ability. As one service provider explained, "experience isn't monolithic. . . . People come with all sorts of experiences and don't have just one identity" (refused demographic questions, LGBTQ organization). She called for the use of a lens that takes this into account for all programming rather than creating many programs with a singular focus. She gave the example of "putting a trans lens on our newcomer program, on our seniors program" as one way of operThis document is copyrighted by the American Psychological Association or one of its allied publishers.
ating that would acknowledge heterogeneity within identity-based groups and take a trans-inclusive approach. Some providers also discussed challenges in creating antiracist spaces: "We're so siloed, right across the board organizationally I don't hear big conversations around race and racism" (trans/nonbinary/masculine person, LGBTQ organization). As these narratives suggest, some service providers in LGBTQ organizations were thinking broadly about how to take an intersectional approach. However, some of the primary participants felt excluded from LGBTQ community spaces. One participant talked about not being able to "connect to this queer stuff," yet having moments of "longing for wanting it to work or feeling lonely as a queer person." At times, she felt "excluded from where this queer movement is headed" and when she did participate in LGBTQ community, she felt disconnected: "There seems to be this particular kind of look, or style, or sense of being that I don't connect with. It's like a cool factor that just doesn't work for me" (queer/lesbian cisgender woman). Likewise, one key community informant discussed her own experiences participating in bisexual support groups: "Even if it's being caused by a systemic oppression that we all share as bisexual women, it's not something you can bring up without risking getting ostracized. People do not talk about mental illness" (bisexual cisgender woman). This participant indicated that this silence can have severe repercussions: I had one friend who committed suicide and I often wonder if he were in a community that felt more comfortable talking about mental illness where more support had been available, would someone have felt more comfortable getting support. I wonder about it.
Participants also indicated that diagnoses of schizophrenia and bipolar disorder are especially stigmatized and are considered "scary" with many "ideas or stereotypes on what it might be" that are "not right" (bisexual/lesbian cisgender woman). As 1 participant stated: "They always say that bipolar and schizophrenia are two of the really big labels . . . that they're the worst ones that you can possibly have and the big scary ones" (pansexual/queer trans man).
It is important to note that these dynamics within LGBTQ communities are in part due to the ways in which LGBTQ experiences and identities have been positioned as psychopathologies by the biomedical model of mental illness.
LGBTQ people have a particularly fraught relationship to the concept of 'mental illness' due to the longstanding and ongoing pathologizing of gender and sexual dissidence. This has resulted in a desire to create distance from notions of mental illness and shapes how LGBTQ people with mental health diagnoses experience LGBTQ communities. For example, the service provider quoted above discussed how the ways in which trans people must interact with mental health services in order to gain access to the technologies of medical transition are harmful and can result in the desire to create distance from further pathologization:
What people have to do to be able to access services, from a trans perspective, it's just so awful. And so I understand where the suspicion comes from and where the wanting to separate yourself out from something that is so ugly and awful. It comes down to a very interesting question about solidarity and all of the old cliché ideas about why we are so awful to each other as opposed to tearing down the various institutions that are creating the conditions for that (refused demographic questions, LGBTQ organization).
This desire to create distance is not limited to trans people. As the key informant quoted above explained, the conflation of bisexuality with psychopathology permeates mainstream culture and there are "all kinds of diagnoses that get associated in the popular mindset" with bisexuality, including bipolar disorder and borderline personality disorder. She went on to say the following:
Most stereotypes of bisexuals is that we're all crazy. One of the things bisexual people do to fight that stereotype is to distance themselves from people who seem crazy. So they say, "Oh well I'm not one of those crazy bisexuals."
As this suggests, there are larger structural dynamics shaping the experiences of LGBTQ people with mental health diagnoses at the community level.
It is also important to note that participation in all community spaces was influenced by living in poverty. Most participants relied on social assistance such as the Ontario Disability Support Program, which provides a limited income to people with disabilities. Other sources of income included disability payments from former workplaces, family support, scholarships and bursaries, and part-time employment. However, all of the participants struggled financially and had very little control over how their money was spent. For example, 1 participant described the necessity of keeping a strict budget allocating every dollar of her income. She explained that "If you're not organized like that and you go to restaurants too many times you can't pay your rent" and that for her, this meant "not buying anything, just the very minimum of things like toilet paper, milk, maybe some oranges and just not buying McDonald's, not getting a hot dog, not getting food at the pub . . . just limiting my spending" (bisexual cisgender woman).
Although many LGBTQ and mental health related organizations do not charge for their services, this does not necessarily make them fully accessible to people living in poverty. As another participant said, "Why are you isolated? You're poor. You can't afford a metro pass. You don't have clean clothes because you have no way to do laundry. You can't do anything" (queer cisgender woman). As this indicates, the realities of living in poverty also affected participants' access to community participation.
Discussion
We argue that mental health, mad, and LGBTQ communities have the potential to be important sources of support, empowerment, and resistance for LGBTQ people with mental health diagnoses. This is consistent with research showing that community participation can play a role in facilitating wellness and recovery for people with mental health diagnoses (Bromley et al., 2013) . Similarly, LGBTQ communities can serve important functions such as enhancing mental well-being (LeBeau & Jellison, 2009; Paceley, Oswald, & Hardesty, 2014) , protecting against homophobia and pathologizing ideologies (Lewis et al., 2015) and serving as sites of resistance to oppression that foster well-being and engender solidarity (Case & Hunter, 2012, p. 268) .
However, narratives from primary participants as well as from service providers in mental health and LGBTQ organizations suggest that community spaces can be siloed and lacking in intersectional perspectives. This creates specific challenges for LGBTQ people with mental health diagnoses, who may encounter a limited understanding of their experiences as informed by multiple mutuThis document is copyrighted by the American Psychological Association or one of its allied publishers.
ally constitutive forms of identity. Intersectionality theorists argue that identity must be conceptualized as dynamic, shifting, and multiple, rather than as singular and additive (Crenshaw, 1989; Crenshaw, 1991; Erevelles & Minear, 2010; Hill Collins, 2002; Rossiter & Morrow, 2011; Yuval-Davis, 2006) . A singular and additive approach is problematic because it fails to account for the ways in which various forms of inequity based on social location operate together to shape experience. For example, Han (2007) explains that gay men of color "don't simply experience racism because they are racial minorities and homophobia because they are sexual minorities. Instead, they experience a unique type of racism and homophobia because they are gay and of color" (p. 66). Likewise, experiences of the participants in our study requires a nuanced understanding of the ways in which multiple forms of oppression operate together to shape their experiences. In particular, it is important to note that the historical and current positioning of LGBTQ people as mentally ill by virtue of their membership in these groups may result in a specific type of oppression directed at LGBTQ people with mental health diagnoses, as suggested by the narratives detailing the conflation of LGBTQ genders and sexualities with psychopathologies. Another important consideration is that LGBTQ people may have difficulty finding community acceptance within both mental health/mad and LGBTQ settings. Very little research exists that examines the specific experiences of LGBTQ people with mental health diagnoses within mental health/mad and LGBTQ communities. However, research suggests that various groups may experience different levels of acceptance, accessibility, and participation within LGBTQ communities. For example, community participation among racialized LGBTQ people is negatively affected by racism within LGBTQ communities (Giwa & Greensmith, 2012; Han, 2007; Lewis et al., 2015; Walcott, 2006) . Likewise, trans people face discrimination and exclusion in many LGBTQ communities (Browne & Lim, 2010; Galupo, Henise, & Davis, 2014; Lewis et al., 2015) . Our study suggests that there may be similar limitations in community acceptance of LGBTQ people with mental health diagnoses.
Likewise, there is evidence that LGBTQ people face discrimination in mental health service settings (Bauer et al., 2009; Daley, 2010; Kidd et al., 2011; Lamoureux & Joseph, 2014; McIntyre, Daley, Rutherford, & Ross, 2011; Pilling, 2014; Robertson, Pote, Byrne, & Frasquilho, 2015) . Our results echo these findings and suggest that creating inclusive community spaces within these settings may be challenging, given the lack of knowledge and acceptance that currently exists. More research is needed to explore the experiences of LGBTQ people with mental health diagnoses both within and outside of mental health/mad and LGBTQ communities in order to fully understand these dynamics.
Conclusion
This study is limited because of its being undertaken in a single Canadian city, making it difficult to comment of the transferability of the findings. Yet, the results indicate there are areas of interest for future research and potential implications for service provision. These findings suggest that the lived realities of LGBTQ people with mental health diagnoses are often erased, and discrimination is perpetuated in community spaces that do not consider intersecting forms of oppression. This means that interventions aimed at the individual level that focus on self-concept, encouraging community participation, and making appropriate referrals are limited in that the larger problem of lack of existing inclusive spaces remains. In turn, community-level interventions in mad/mental health and LGBTQ communities may be an important pathway toward facilitating community participation for LGBTQ people with mental health diagnoses.
In considering the development of services and the role of research in such an endeavor, caution must be exercised in the advancement and implementation of existing frameworks. Approaches that have not been specifically developed for LGBTQ people can easily fail to meet the needs of these populations due to the deeply entrenched nature of heterosexism and ciscentrism. As we have indicated elsewhere, the evidence base for interventions for LGBTQ people is sparse and in need of further research, despite increasing attention to diversity in psychiatric services and a growing recognition of the mental health implications of discrimination (Kidd, Howison, et al., 2016) . Future research might usefully explore alternative approaches that do not employ biomedicalism as the overarching ideology. This is particularly relevant to LGBTQ communities given the historical and ongoing pathologizing of these populations. While a long history of oppression and the predominance of biomedicalism has hindered the development of such approaches, the emerging literature in mad studies could be informative in this regard as well as queer theory and trans studies. Such approaches must value lived experience and place LGBTQ people with mental health diagnoses at the forefront, in order to foreground the agency and personhood of these groups for whom this has long been lacking. Keywords: sexual minority; gender minority; severe mental illness; community; schizophrenia
